In rare cases, thrombus in transit can be entrapped in a patent foramen ovale (PFO). A patient with this condition is at high risk of embolic stroke and death. Early diagnosis and treatment is essential to help prevent stroke and death in these cases. There is no universal management guideline for this rare condition. The decision between medical versus surgical treatment should be made individually for each patient. We present a case of thrombus in transit entrapped in a PFO that was treated medically by lifelong anticoagulation.
T hrombus in transit is an uncommon form of venous thromboembolism (1) . Usually the thrombus is located in the right heart, but in rare situations it can travel to the left atrium through a patent foramen ovale (PFO) (2) . We present a case in which a large embolus was lodged in a PFO.
Case presentation
The patient is a 46-year-old African American male with a history of stroke, diabetes, and HIV, who presented with a sudden onset shortness of breath, palpitations, and chest discomfort. He was taking aspirin, clopidogrel, pravastatin, and anti-HIV medication. His family history was negative for any clotting disorders. Physical examination was unremarkable except for tachycardia and right-sided weakness associated with an episode of stroke 10 years earlier. EKG showed only sinus tachycardia. CT chest angiography demonstrated a large bilateral pulmonary embolism (PE) with straightening of the interventricular septum suggesting right heart strain ( Fig. 1) . Intravenous heparin was started immediately. Right heart strain necessitated a transthoracic echocardiogram (TTE) that showed a possible thrombus versus mass in both atria. To confirm the diagnosis, a transesophageal echocardiogram (TEE) was done. The TEE showed a PFO with a large thrombus measuring 10 cm lodged in the PFO (Fig. 2) . Of note, a TEE with bubble study, which was done as part of the previous stroke workup, did not show any right-to-left shunt. Cardiac surgery was consulted for possible surgical removal of the thrombus and repair of the PFO. After a discussion of the risks and benefits of surgical versus medical management, the patient chose not to undergo surgery. He was bridged from heparin to lifetime warfarin to help prevent another stroke. A year later, follow-up TTE did not show a PFO or any clot in the heart. He has not had any new thromboembolic event at over 1-year follow-up. 
Discussion
The mortality rate in cases of PE with thrombus in transit is very high (1) . Early diagnosis and treatment is of utmost importance in these cases. There is no general consensus about the best treatment for a thrombus entrapped in a PFO (2) . Because of the high risk of death from thrombus in transit, a cardiothoracic surgeon should be consulted immediately upon confirming the diagnosis (3) . If the PFO is not repaired, the patient should remain on anticoagulation indefinitely (4). This case is also a reminder that a negative TEE does not rule out the presence of a PFO (5) .
If the clinical suspicion for PFO is high, another TEE should be performed. 
